Purpose: Elder self-neglect (ESN) represents half or more of all cases reported to adult protective services. ESN directly affects older adults and also their families, neighbors, and the larger communities around them. ESN has public health implications and is associated with higher than expected mortality rates, hospitalizations, long-term care placements, and localized environmental and safety hazards. This article describes results from a study using concept mapping to create a conceptual model of ESN. Design and Methods: Two brainstorming sessions were convened with senior services program supervisors, geriatricians, local policy analysts and program planners, elder law practitioners, and university-based researchers (n = 20), and a list of 73 ESN indicators was generated. Using Concept Systems software, the 20 original panelists and an additional 30 practitioners, including case managers and supervisors from local agencies, social workers specializing in working with older adults, and elder abuse investigators, sorted the 73 items and rated them along the dimension of importance for the concept of self-neglect. Results: Using hierarchical cluster analysis and multidimensional scaling, a conceptual map with 7 clusters was produced. Clusters with the highest importance ratings were Physical Living Conditions and Mental Health. Clusters were highly interrelated, with the exception of the Physical Living Conditions cluster. Implications: This research presents a conceptualization of ESN, identifies the constituent domains, and proposes a conceptual model based on the importance for assessing symptoms and indicators. Findings may help focus programmatic and research efforts, leading to the development of measures that open the field for further research and theory generation.
Elder self-neglect (ESN) is an issue of rising concern for health care and adult protective service providers and for family members, neighbors, the community at large, as well as those who have responsibility for maintaining public health standards and enforcing local animal, safety, and housing codes. As more people live to the later stages of life with chronic, degenerative physical and cognitive diseases such as Alzheimer's disease or congestive heart failure, we are likely to see an increase in the number of older adults who can no longer meet their personal and instrumental needs or take care of their homes and properties. Other more socially grounded factors include older adults outliving their social support systems, increased risk of poverty associated with longevity, lack of adequate transportation options so that access to physicians and other health care providers is limited as well as difficult, and changing demographic characteristics of local communities, with the result that many older adults feel isolated within their own homes and lack connections with newer residents. Gibbons, Lauder, and Ludwick (2006, p. 16 ) define ESN as "the inability (intentional or nonintentional) to maintain a socially and culturally accepted standard of self-care with the potential for serious consequences to the health and wellbeing of the self-neglecter and perhaps even to their community." ESN is reported to be three times more common than either physical abuse or caregiver neglect of elders (Pavlik, Hyman, Festa, & Dyer, 2001 ) and is associated with higher than expected mortality rates (Lachs, Williams, O'Brien, Pillemer, & Charlson, 1998) , which may lead to hospitalization or placement in a long-term care facility. The consequences of self-neglect may also be perceived as public health risks, due to poorly maintained buildings and grounds, excessive numbers of animals, and the presence of fire hazards or disease-carrying vermin (Frost, Steketee, & Williams, 2000; Sengstock, Thibault, & Zaranek, 1999) .
Scope of the Problem
In 2006, the National Center on Elder Abuse (2006) reported a total of 84,767 cases of ESN in fiscal year 2003, based on reports from just 21 states. Dong, Tang, Gorbien, and Evans (2008) indicated that there are more than 1 million cases of ESN each year in the United States. These national statistics concur with results from states' experiences tracking self-neglect cases. Longres (1995) reported that in Wisconsin, between 1986 and 1990, 41 .8% of all referrals made to the Elder Abuse Reporting System were for self-neglect. In Illinois, a statewide survey found that there could be 200 or more new cases of self-neglect (either alone or in combination with elder abuse) each month (Iris, 2006) . Dong (2007) reported findings from an analysis of a population-based longitudinal study of 10,000 elders living in selected neighborhoods on the southwest side of Chicago and identified 1,094 cases of ESN over approximately 12 years. This evidence substantiates the claim that ESN is a common and growing problem in the United States, with the potential to significantly affect critical resources needed to ensure the wellbeing of older adults (Franzini & Dyer, 2008) .
Who Is at Risk for Self-neglect?
Self-neglect appears to be viewed primarily as a problem unique to older adults. For example, although the North American Nursing Diagnosis Association (NANDA) guidelines are not specific to the diagnosis of self-neglect among older adults and the case studies presented do not indicate the subjects' ages, the focus is on older adults, describing linkages between elder abuse and ESN (Gibbons et al., 2006, p. 10) . Poythress, Burnett, Naik, Pickens, and Dyer (2006) note that although selfneglect occurs along a chronological continuum, the average age for severe self-neglect found in their review of the literature was more than 75 (p. 9).
We believe that ESN differs from self-neglect in younger adults due to its association with cognitive impairment and/or age-associated diseases that lead to significant physical limitations in selfcare, such as severe arthritis, incontinence, or heart failure. We were unable to identify any research reports that explored self-neglect among nonelderly adults, other than those that discussed selfharming behaviors such as anorexia, cutting, substance abuse, and so forth. Among younger persons, symptoms of psychiatric illnesses are more likely seen (Poythress et al., 2006) . In addition, because most adult protective service systems deal exclusively with persons 60 years of age or older or those with developmental or other disabilities, younger adults who exhibit self-neglecting behaviors are likely to fall outside the purview of local protective services systems, unless they are declared incompetent in a court of law.
Theorizing ESN
Theories about ESN generally approach the problem from a sociocultural or psychomedical framework. From a sociocultural perspective, ESN may be described as a point of potential conflict between an older adult's choice, autonomy, and self-determination versus local mores and community standards for what is believed to constitute appropriate living conditions for elders. Lauder, Anderson, and Barclay (2002) discuss sociological and psychological theories of behavior in which the sociocultural context of self-neglect reflects local values regarding hygiene and cleanliness, of both person and environment, arguing that ESN may be a problem for others but not for the elder. In this model, self-neglect is a socially constructed concept, emerging from the perceptions and beliefs of those involved in a particular situation. Such situations can generate a great deal of tension and conflict between acknowledgment of the older adult's preferences and those of the community.
In contrast, the psychomedical approach posits that the condition is grounded in "mental, physical, and social disturbances" (Abrams, Lachs, McAvay, Keohane, & Bruce, 2002) and is associated with depression, cognitive impairment, or other risk factors. It is sometimes referred to as passive self-neglect (Gibbons et al., 2006) . Choice and lifestyle are not explicit in this equation, and the predominant characterization of self-neglect is one of deficits, disease, and disorders (Poythress et al., 2006) . ESN is described as a multifactorial problem associated with increased mortality, cognitive impairment, and depression and thus has some characteristics of a geriatric syndrome (Pavlou & Lachs, 2006) . As such, ESN falls more within the purview of health care providers than community-based protective service workers.
Other ways of theorizing ESN take a more "behavioral" approach, differentiating "passive" or "nonintentional" from "active" or "intentional" forms. For example, NANDA diagnostic guidelines propose differentiating nonintentional self-neglect (passive ESN) from active self-neglect. Active selfneglect is characterized as resulting from an individual's decision to live a self-neglecting lifestyle and hence represents a choice, grounded in a personality type, a desire to maintain control, or fear of institutionalization (Gibbons et al., 2006) . Longres (1995) differentiates willful self-neglect, such as self-degradation or destruction, from a more general inability to care for oneself and addresses lack of access to material and/or financial resources necessary for adequate self-care (see also Iris, 2006) .
Despite the personal and public health risks associated with ESN, there is still no one accepted theory that explains self-neglect among older adults or accounts for the fact that some older adults who self-neglect are able (or willing) to take care of some aspects of their lives but not others (Lauder, 1999) . According to Nerenberg (2000) , researchers who have explored ESN have encountered a lack of consensus and consistency with regard to both conceptualization and problem identification, making it difficult to develop programming, compare findings, and build upon previous research (see also Pavlou & Lachs, 2006) .
The purpose of this study was to address this problem by developing a conceptual model of ESN based on the perceptions of professionals working in the field of ESN in Illinois, including social workers, geriatricians, program developers, and researchers. A product of this conceptualization would be a set of key indicators of ESN that would be useful for measurement as well as subsequent theory building. Illinois presented an interesting location for this work, because in spring 2006, the Illinois legislature reauthorized the Elder Abuse and Neglect Act (320 ILCS 20/1 et seq.) to include, for the first time, self-neglect as a reportable form of elder abuse.
Methods
To develop and interpret an empirically based conceptual model of ESN, we turned to concept mapping methodology. Concept mapping is a process that solicits qualitative constructs or ideas on any given topic from a wide range of stakeholders and then organizes and proposes relationships between the identified constructs. The relationally based results are then presented as a visual picture or concept map (Trochim, 1989) , that is, a graphic, quantitative synthesis of the group's conceptualization of the field. Concept mapping expresses this conceptualization in the language of the participants and shows key ideas and their relationships. Because concept mapping allows for input and consensus from multiple and diverse participants, it has a distinct advantage over more typical conceptual and instrument development projects, which often rely on a single research team with limited diversity in terms of professional experience or background. Kane and Trochim (2007) describe concept mapping as "an integrated approach whose steps include brainstorming, item analysis and synthesis, unstructured sorting of items, multidimensional scaling and cluster analysis, and the generation of numerous interpretable maps and data displays" (p. 1). This study followed a five-step process: (a) preparation, (b) idea generation, (c) sorting and rating exercises, (d) data analysis, and (e) data interpretation (Kane & Trochim, 2007) . We used Concept Systems Global (CSG) software, which allowed participants to submit some input via the Internet (Concept Systems, Incorporated, 2005) . Details of each step follow.
Step 1: Preparation Following approval of the project by Sinai Health Systems Institutional Review Board (in Chicago), we recruited two groups of experts. These were individuals with extensive work histories in older adult services, geriatric care, and gerontological social work, as well as academics with reputations for expertise in the field of gerontology, elder law, and self-neglect. A nonrandom purposive sampling approach ensured a diverse group of participants that included individuals working in medical, social service, governmental, or nonprofit settings. Participants were asked to complete a written consent form for participation (paper based or electronic) and a brief demographic questionnaire.
Next, we developed a focus prompt for item elicitation. The purpose of the focus prompt was to elicit the pool of participants' ideas that were then analyzed for the study (Kane & Trochim, 2007) . Our focus prompt was "Generate a short statement that describes an item that should be included in an elder self-neglect measure." We used Gibbon's (2006) definition of ESN, quoted above.
Step 2: Idea Generation
In the second step of the concept mapping process, each participant was asked to generate at least five items regarding ESN related to the focus prompt and e-mail these to the project administrator (John W. Ridings). This yielded a list of 64 items subsequently used to initiate discussions during the brainstorming sessions.
Two live brainstorming sessions were held during the winter of 2006, with 20 participants. As is usual for research of this type, participants who attended a brainstorming session were provided with light refreshments and offered a small stipend in recognition of their time. During the sessions, participants were asked to review the original group of 64 items and then generate additional items. Items were recorded on a laptop computer and projected on a screen so the participants could see that their items were being properly recorded. This technique assisted in the rapid revision of items and the creation of new ones. Panel members reviewed the items for content and face validity and discussed additional areas of interest, often creating new items.
The research team then collated and consolidated 134 individual items into a final set of 73 unique items, framed as questions (Appendix). We merged nearly similar items and integrated more detailed items into broader ones (Kane & Trochim, 2007) . Some specific items were kept, at the recommendation of our panel members.
Step 3: Sorting and Rating Exercises
The 73 items were then entered into a database on a designated Concept Systems Web site (Concept Systems, Incorporated, 2005) . To expand the number of participants, we recruited an additional group of aging services practitioners for this step in the research process. Participants were assigned individual user names and passwords and were asked to log into the Web site and complete two tasks. First, they were instructed to sort the 73 items into groups based on the principle of similarity, thereby building thematically related sets of items. The sole restriction was that the number of categories had to be greater than one and smaller than 73. Next, they were directed to rate each individual item based on how important it was to the overall construct of ESN, using a scale of 1 (not important at all) to 5 (extremely important). Concept Systems software captured the results of each participant's sortings and ratings, and this information became the raw data for the subsequent concept mapping analysis.
Step 4: Data Analysis Data from the sorting and rating activities were downloaded from the CSG Web site and into the Concept Systems Core software for data analysis (Concept Systems, Incorporated, 2005) . The sorting data were used to generate a map using twodimensional nonmetric multidimensional scaling and hierarchical cluster analysis (HCA). For this project, two types of graphics were generated: point maps and cluster maps.
A point map is a display of the multidimensional scaling of the sorting data, with each point numbered to correspond to a specific item (Figure 1 , see Appendix for items). The proximity of the points is based on the frequency with which items are placed in the same pile by each of the individual participants (Kane & Trochim, 2007) .
Once the point map was constructed, the cluster map was developed using HCA. A cluster is indicated visually on a concept map by an enclosed polygon (Concept Systems, Incorporated, 2005) , which represents a contiguous group of items. The cluster map "displays the labeled results of the cluster analysis and provides a 'big picture' overview of the domain of ideas" (Kane & Trochim, 2007, p. 17) . HCA groups items into clusters that represent unique conceptual units (Kane & Trochim, 2007) . The placement of clusters on the map represents the relationship of one set (or cluster) of ideas to another. Clusters in the middle of the map may contain ideas that are linked to multiple regions on the map. Clusters that are conceptually distinct may appear near the boundaries of the map. A larger cluster often represents a concept that is quite broad or that bridges two other specific ideas on the map, but size is not an indication of importance or relevance.
In addition, the cluster map also shows importance ratings, using a layered technique in which each cluster may have between one and five layers. Clusters with more layers indicate a higher mean importance rating; fewer layers indicate a lower mean importance rating (Kane & Trochim, 2007) .
Concept Systems generates a statistic called a "bridging value," which ranges from 0 to 1 (Brown & Calder, 2000) . Bridging values represent the uniqueness of an item versus the degree to which it clusters with other items. Lower bridging values indicate that the item was sorted with other items that are close to it on the point or cluster map. Items that are close together are thought to be conceptually more closely linked to each other than to items that are farther away (i.e., items with which they were less frequently sorted). Bridging values can also be calculated for clusters as a whole, such that clusters with low bridging values are seen as more cohesive, as easier to interpret, and with more integrated content. For a cluster, a bridging value of 0 means that the cluster was clearly differentiated from other clusters in the map, whereas a bridging value of 1 indicates that the cluster is highly related to the other domains on the map and is not clearly bounded or defined.
Step 5: Data Interpretation Because we were specifically interested in the conceptualization of the overall domain of ESN, we focused our attention on the cluster mapping process. The interpretation of the clusters in a concept map represents what Jackson and Trochim (2002) call the "structured conceptualization" of the data (p. 322), that is, a theory-based representation of the domain under study, in this case, ESN. We used a meeting of the Illinois Interdisciplinary Research Consortium for Self-neglect to review the cluster map for face validity and provide feedback as to how well it captured the conceptual model of the domain of ESN. The consortium, sponsored by the Department of Geriatrics at Rush Medical Center and CJE SeniorLife in Chicago, was an informal interdisciplinary group of 16 members, including physicians, social workers, academics, and policy analysts, all of whom had an expressed interest in improving care for persons suffering from self-neglect.
Results

Sample Characteristics
Twenty Chicago area experts in the field of elder abuse and neglect, including 2 senior services program administrators, 5 geriatric/gerontological social workers, 1 elder law attorney, 3 geriatricians, 2 long-term care policy analysts, and 3 academically affiliated researchers in gerontology (one each in Public Health, Social Work, and Anthropology) participated in the brainstorming and sorting-rating phases of this study. These participants were all part of the Illinois Interdisciplinary Research Consortium for Self-neglect. Four additional participants were recruited, including two people from the Elder Rights Division at the Illinois Department Aging, one local ombudsman, and one representative from the Chicago Department on Aging. Together, these participants represented private sector social services organizations, governmental departments, academic programs, and/or university-affiliated clinical practices. Thirty additional social services practitioners (social workers, case management supervisors, and elder abuse program managers) participated in the sorting and rating exercises only. From the total sample of 50 participants, 36 completed the sorting exercise and 33 completed the rating exercise. Kane and Trochim (2007) note that a sample of 40 is typical for most concept mapping studies.
Forty-one of the 50 participants provided demographic information. Based on this information, the sample was predominantly white (95%) and women (78%). The average age was 46 years. Our participants had an average of 16 years of experience working in the field of aging. All had a BA degree or higher; 60% had masters degrees, 14% had doctorates, and 2% had some other type of advanced degree. At the time of the study, 11% of the respondents worked in a private agency, 64% worked in not-for-profit organizations, and 25% worked in some other type of agency (i.e., public or governmental). In addition, 31% reported that they personally knew someone with self-neglect (e.g., family member, friend, neighbor, etc.).
Cluster Mapping Results
Alternative cluster maps with 5 to 9 domains each were presented to members of the Illinois Interdisciplinary Research Consortium for Selfneglect and examined for coherence of content. The group determined that a 7-cluster solution minimized cluster bridging values and provided the most understandable and coherent clusters. Figure 1 shows the seven-cluster concept map, with labels and points based on the results of the sorting exercise. Each cluster comprised a differing number of items, indicated as a point on the map, with item number. Numbers correspond to the item number assigned during the brainstorming sessions (Appendix). Note that the Social Network cluster contained so few items, most of which were tightly grouped, that it was not possible to show the shape of the cluster graphically. In addition, items in the Physical Living Conditions cluster were so closely connected, that is, frequently sorted together, that they overlapped. Importance ratings for clusters are based on the mean importance rating for all the items within the cluster (see Appendix). Mean cluster importance ratings and bridging values are discussed below.
The Physical Living Conditions cluster had the highest mean importance rating (3.99 of 5) and was the most distinct construct in the overall conceptual framework of ESN with high internal coherence, as evidenced by a bridging value of .05. The Mental Health cluster was rated second highest at 3.92, with a modest bridging value of .57. Financial Issues had an importance rating of 3.76 but the highest bridging value at .92, indicating that the internal coherence of the cluster was quite low. The Personal Living Conditions cluster also had a midrange bridging value (.49) and a mean importance rating of 3.73. The Physical Health Risk cluster had an overall mean importance rating of 3.66 and a bridging value of .39, evidencing a modest degree of internal consistency. The Social Network cluster achieved a mean overall importance rating of just 3.45. In addition, the cluster was quite small, comprising just four items, all of which refer to social isolation. The bridging value for this cluster was .72, indicating that the items were highly likely to be sorted with items in other clusters. Finally, the Personal Endangerment cluster was rated 3.44 for importance and had a bridging value of .73, suggesting that the items within the cluster may also be good fits with other clusters.
The Appendix shows the specific items within each cluster, in descending order of importance, and bridging values for each item. There was a great deal of variation in individual item importance ratings within each cluster, such that, for the four most highly rated clusters (Physical Living Conditions, Mental Health, Personal Living Conditions, and Physical Health Risk), the item with the highest importance rating was above 4.5 on a scale of 1-5. There was greater variation in the lowest rated items in each cluster, with some items being below the midpoint of 2.5 and others being somewhat higher.
Discussion
This discussion summarizes key findings of the concept mapping analysis, addresses how each cluster fits within the larger construct of ESN, and illustrates how the information may be used to develop a conceptual model of ESN, as well as applied in practice. The findings are significant for understanding ESN because the content of the clusters represents the collective thinking of our multidisciplinary participant sample, which included practitioners with firsthand experience working with older adults suffering from selfneglect. There are several notable findings: first, the close proximity of the Physical Living Conditions cluster and the Personal Living Conditions cluster; second, the high importance attributed to the Mental Health cluster and its association with the Physical Health Risks cluster; and third, the emergence of the Financial Issues cluster. We discuss each of these below along with additional comments regarding the Social Network and Personal Endangerment clusters.
The close proximity of the Physical Living Conditions cluster and the Personal Living Conditions cluster demonstrates that indicators of the physical environment and personal living situation are closely related and may constitute a single area of interest within the domain of ESN, though with different emphases. For example, under Physical Living Conditions, we find the items "Are bathroom facilities in working order?" and "Are the bathroom facilities accessible?" Complementing these, under Personal Living Conditions, is "Are there alternatives for bathing?" The first two items are descriptive in nature, as are most of the items in this cluster, whereas the third item and others in the Personal Living Conditions cluster capture elements related to the elder's problem-solving ability or resourcefulness. These subtle distinctions suggest that our participants discriminated between factors characteristic of the person and those grounded in the physical environment in which that person resides.
This conclusion hints at, though does not substantiate, the dichotomy drawn by some that selfneglect represents an inability to care for oneself or one's environment (Physical Living Conditions) versus lifestyle choice (Personal Living Conditions), raising issues of community standards, personal values, and personal autonomy. For example, the Personal Living Conditions cluster contained three items that are highly identified with ESN: hoarding, accumulation of possessions that present a safety hazard, and excessive numbers of pets. Among self-neglecters, hoarding is often characterized by an accumulation of items such as newspapers, bottles, or plastic bags (Halliday, Banerjee, Philpot, & Macdonald, 2000) and, more than any other factor, may be of greatest concern in relation to public health (Frost et al., 2000) .
The importance of the Physical Living Conditions construct, denoted by more levels on the map, is supported by Dyer and colleagues (2006) , who found that difficulty in maintaining the environment was the most frequently cited key element of ESN among adult protective service workers. Furthermore, items in the Physical Living Conditions cluster were also well described in Orem's (1991) theory as a set of self-care deficits, which includes inadequate environmental hygiene. In contrast, Poythress and colleagues (2006) wrote that "these persons [those identified as self-neglecters] are often comfortable in their surroundings, refuse intervention and believe nothing is wrong" (p. 7). Our research provides no evidence to support one set of assumptions over the other. Instead, we suggest that either may apply to individual cases, given Lauder's (1999) conclusion that self-neglect is a heterogeneous phenomenon (p. 48).
The high importance rating of the overall Mental Health cluster lends evidence to the contention of Abrams and colleagues (2002) that cognitive impairment and depressive symptoms are associated with self-neglect, favoring the self-care deficit explanatory model. Pavlou and Lachs (2006) concur that cognitive impairment and depressive symptoms are independent risk factors for selfneglect (see also Burnett, Coverdale, Pickens, & Dyer, 2006; Dyer, Pavlik, Murphy, & Hyman, 2000) , although in our research, neither depression nor cognitive impairment per se was generated as an item. Instead, depression appears to have been subsumed under the larger label "mental illness," whereas cognitive impairment, in contrast, was broken down into the constituent features of confusion (Item 11, Appendix) and disorientation (Item 20, Appendix). The Mental Health cluster also included items related to substance abuse, thereby supporting such abuse as a significant factor in ESN. For example, Blondell (1999) notes that elder persons who are preoccupied with alcohol consumption pay less attention to their human needs, safety needs, and psychological needs.
Given its close proximity to the Mental Health cluster, Physical Health Risks associated with ESN may be highly correlated with mental health. However, our conceptual map analysis only reveals associations between physical health risk and mental health and does not infer any type of causality. In addition, the lower importance rating of the Physical Health Risk cluster lends further support to Lauder's (1999) arguments that challenge the conceptualization of ESN as a medical syndrome. Instead, this model represents ESN more as a problem emerging out of environmental decline as opposed to personal decline related to health conditions. Regardless, this finding warrants further investigation, given that ESN has been proven to have implications for excess mortality (Abrams et al., 2002 ).
An important finding of this study is that the Financial Issues cluster was rated as the third most important component of ESN. In addition, three of the four items in the cluster received individual importance ratings of 4 or higher. Thus, this cluster may be a core or an anchor element of ESN because when older people lack the capacity to manage their own finances, their ability to maintain their own self-care and physical living space at a socially acceptable standard may be significantly compromised.
Financial issues may also be impediments to an elder's ability to maintain a proper physical living environment, practice self-care, and even adequately maintain personal hygiene. This may explain why the Financial Issues cluster is in such close proximity to Personal Living Conditions and Physical Living Conditions. Lack of care may be taken as evidence of self-neglect, though the cause may be due to inadequate funds. Iris (2006) examined 1,225 cases of ESN reported in Illinois during a 1-month period and found that 75% of seniors had monthly incomes ranging between $0 and $1,223, with an overall average monthly income of just $1,063. Furthermore, Paveza, VandeWeede, and Laumann (2008) note that perceptions of financial well-being or need may also be a risk factor, though they comment that this association is very understudied. For example, Burnett, Regev, and colleagues (2006) found no statistically significant difference in income between a sample of elders who self-neglected and a sample of those who did not, matched for socioeconomic status, as well as gender, race, and age.
Although the literature supports the notion that social isolation is one prominent criterion for ESN, one of the main questions surrounding social isolation among self-neglecters is whether such isolation is self-imposed or situational. Ungvari and Hantz (1991) note that in some cases, isolation may be actively sought despite regular contact with friends and relatives. However, in other cases, older adults may express regret over their isolation, implying that more social contact is desired (Longres, 1994) . Longres (1994) asserts that living arrangements are the single most important predictor of self-neglect, although the lower importance rating our participants gave to social network issues challenges this conclusion.
Finally, the structure of the Personal Endangerment cluster (Figure 1) suggests that there are two subgroupings of items. One subgroup addresses behaviors such as combativeness, agitation, and verbal abuse (Items 28, 35, and 37, respectively, in Appendix) and appears to be closely related to items in the Mental Health cluster. The second group of items addresses cooperativeness, socialization, acceptance of assistance, and trust in others (Items 68, 23, 56, and 13, respectively, in Appendix) and would seem equally appropriate for the Social Network cluster as they reflect the ability or desire to build and maintain social relationships. Burnett, Regev, and colleagues (2006) found that elders who self-neglect were significantly less likely to engage in social relations with neighbors or friends. This raises the possibility that with review by additional experts and practitioners, the items could be assigned to either the Mental Health cluster or the Social Network cluster, thus reducing the final map to a six-cluster model and eliminating the Personal Endangerment cluster altogether.
Conceptual Model of ESN
The goal of our study was to develop a hierarchical conceptual model of ESN, by generating a graphical map of the elements or subdomains (clusters) that comprise the overall concept of selfneglect and elucidating the relationships between these subdomains and the elements that comprise them (individual items). The results of this effort, as described above, represent the conceptual model of ESN held by a group of knowledgeable experts and practitioners who study, or work with, self-neglecting elders. We believe that this conceptual modeling is a first and necessary step in moving toward a comprehensive inclusive theory of ESN and its antecedents and outcomes. Such a theory can only be tested once a comprehensive model is postulated regarding the scope and content of the problem area and the relative importance of its components.
Our conceptual model underscores the importance of examining personal, environmental, and social risk factors, as well as self-care deficits. Table 1 depicts our model of ESN, derived from the concept map, the importance ratings, the individual items, and the literature review. From our overall concept map, we discerned two broad regions of meaning (Figure 1 ): Physical and Psychosocial Aspects of ESN, encompassing the Physical Health, Mental Health, Personal Endangerment, and Social Network clusters; and Environmental Aspects of ESN, which includes the Physical Living Conditions, Personal Living Conditions, and Financial Issues clusters. These are presented as two columns, on either side of the center column, which presents predicted consequences of ESN for the older adult. Indicators in the two regions of meanings (or columns) may interact with each other or may be present independently, but regardless, their effects are evidenced by the status or situation of the older adult, him-or herself. The arrows indicate the relationship between clusters in which the constituent items describe conditions or behaviors associated with passive self-neglect (Mental Health and Physical Health) and those where the items are associated with active self-neglect (Social Network and Physical Endangerment). In Table 1 , clusters in the Physical and Psychosocial Aspects region of meaning are presented in the left-hand column, in descending order of importance, based on mean importance cluster ratings. Thus, social network issues fall at the bottom and are deemed more likely to be risk factors for ESN than actual indicators. In contrast, mental health factors can result in serious or potentially life-threatening effects on the health and wellbeing of an older adult and are considered direct indicators of ESN. Three items within the Mental Health cluster, "Are the older person's behaviors likely to cause physical harm to themselves?", "Does the older person appear to be disoriented?", and "Does the older person appear to be confused?", are all items associated with Alzheimer's disease or other type of dementia. Because the presence of a dementia frequently results in an inability to care for oneself or one's physical environment, it is not surprising that the Mental Health cluster is seen as the most important for this region of meaning.
The second region of meaning, Environmental Aspects, is shown in the right-hand column. The Financial Issues cluster, shown at the bottom of the importance hierarchy, is depicted as a potential risk factor for ESN but not as an indicator of the condition itself. In contrast, the high importance rating attributed to the Physical Living Conditions cluster (3.99) suggests that this set of conditions includes clear indicators of self-neglect. The Personal Living Conditions cluster falls in the midrange, and individual conditions may be perceived as risk factors or indicators, depending on severity or extent.
As depicted in this conceptual model, the conditions of self-neglect vary in importance from serious behaviors that can leave the elder severely incapacitated or in a life-threatening state, to general refusal or noncompliance that suggests risk factors rather than confirmed self-neglect. Indicators of ESN, that is, items that fall within the Physical and Psychosocial Aspects of ESN region of meaning, can be described as characteristic of, or residing within, the older adult, either as personality traits, manifestations, or outcomes of underlying physical or mental health problems, or as the result of these. In contrast, items that fall within the clusters subsumed under the Environmental Aspects of ESN region of meaning may be described as "external" to the individual, even though they result from his or her behavior or lifestyle choice.
The center column of our conceptual model shows the status of the older adult, as it corresponds to each type of condition within the two regions of meaning. This status is depicted as a consequence resulting from the effect of either one or both types of ESN, because physical health and/or mental health issues may be present alone or in combination with physical living conditions indicators, hence the placement of the column in the center of the conceptual model.
At the item level, items range from least important to extremely important in relation to their overall relevance to a conceptual framework of ESN. At face value, items that are low in importance describe behaviors that are not clearly representative of self-neglect and may be more related to risk or emerging ESN. These behaviors or conditions describe individuals not seen to be suffering from self-neglect and in that way are generalizable to a larger population of frail or atrisk older adults. For example, lack of funds to pay for home improvements may typify many low-income elders. Similarly, not having anyone to turn to for help applies to many elders who have outlived those in their social support system. However, items of higher importance seem to describe behaviors that lie outside of normal societal expectations and are experienced by a unique set of individuals. For example, in the Physical Living Conditions cluster, the highest rated item was "Are there human or animal feces/urine on the floor or walls?" This condition is not a common experience and is likely only found when people are self-neglecters as well as when there may be extreme self-care deficits present. If an older adult presented with several of the high importance items from several of the categories in our conceptual framework, then it is very likely that the older adult may be quickly hospitalized or institutionalized. However, if the elder exhibits behaviors or living conditions that are more in the midrange on the table, they may be able to maintain themselves for many years within the community.
Limitations and Strengths of the Study
Because participation in this project was limited to experts and practitioners in gerontology and aging services, the overall model may be incomplete. The model may have evolved in a different way had input from older adults who have experienced self-neglect been included. Future research should examine commonalities and differences between ESN and self-neglect among younger populations. In addition, almost all our expert panel members and other participants came from Chicago or the surrounding area. Future studies need to include practitioners and other experts from rural areas, as well as older adults, including those who have experienced self-neglect.
Conclusions
Several important points emerge from the analyses and results presented here. First, the Physical Living Conditions and Mental Health clusters are rated as most important (indicated by more levels on the map) to the overall presentation of ESN. In terms of implications for practice, this suggests that physical appearance and health status constitute only part of the self-neglect presentation. Thus, the information available to assessors in a clinical or an organizational setting may be limited to a partial picture, as they may not be able to observe the most critical components of the condition, especially the home environment. Equally important is a mental health assessment. Hence, physicians and other service providers should develop a protocol for collaboration with community-based service providers who can conduct such observations and speak to the need for more multidisciplinary self-neglect assessment teams.
The findings from this study have been used to develop a 73-item ESN Assessment measure. The instrument has potential for use in both practice and research settings and is one of the few empirically derived measures of ESN available in the field. This measurement instrument addresses the gap identified by the Education Committee of the National Committee for the Prevention of Elder Abuse (2008), which noted that the lack of standardized tools and procedures for risk assessment and intervention limits the ability of researchers, policy makers, educators, and practitioners to further study ESN.
Our conceptual model introduces new ways of thinking about the emergence or etiology of ESN at an individual level and suggests that financial struggles, social isolation, and cognitive deficits may predispose an older adult to ESN. These factors may contribute to the deterioration of personal living conditions and health, due to an inability to meet basic needs for health care, social support, and self-care. The conceptual map of ESN presented here summarizes and organizes the concepts involved in self-neglect and presents them in a hierarchy of importance that may influence more appropriate and comprehensive assessment and treatment protocols. 
